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A B S T R A C TObjectives: We assessed the reported quality of life of patients with
HIV/AIDS and explored the impact of patients’ sociodemographic
proﬁle on the quality-of-life domains. Methods: Consenting outpa-
tients who met criteria were consecutively selected in a secondary
health care facility in Benin City, Nigeria. Quality of life was deter-
mined in the nine domains of HIV/AIDS Targeted Quality of Life (HAT-
QOL) instrument. Quality-of-life scores were computed on the scale of
0 to 100 and triangulated with a rated interval scale of 1 to 5 suited for
quantitative analysis. Association between rated scores and each
domain was explored by using Students’ t test and analysis of
variance at 95% conﬁdence interval. Results: Out of the 403 patients,
82.1% were females; 147 (36.1%) belonged to the modal age group of 20
to 30 years; the mean age for grouped data was 39.2 years. About 239
(58.7%) were not married. Also, 338 (83.0%) earned below $1500 per
annum and 303 (74.40%) had basic education (grade 1 to grade 9). HAT-
QOL scores indicated the following: overall function (89.96  5.62); life
satisfaction (91.94  3.62); health worries (87.06  4.28); ﬁnancialsee front matter Copyright & 2013, International S
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ondence to: Azuka C. Oparah, Department of Clinicworries (81.00  3.95); medication worries (91.65  4.47); HIV mastery
(71.00  3.11); disclosure worries (27.50  7.57); provider trust (91.63 
1.96); and sexual function (70.25  3.51). Likert-type rated scores were
in agreement with HAT-QOL scores. Provider trust was associated
with gender, employment status, and educational level. Sexual
function was associated with gender and age (P o 0.05). Conclusions:
Patients reported satisfactory quality of life in the domains of overall
function, life satisfaction, health worries, ﬁnancial worries, medica-
tion worries, HIV mastery, provider trust, and sexual function. Quality
of life was low in the domain of disclosure worries, indicating
concerns for discrimination and stigmatization. Age, level of educa-
tion, and employment status had a strong impact on the quality of life
of patients with HIV/AIDs.
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The HIV epidemic has resulted in history’s single sharpest
reversal in human development. Sub-Saharan Africa remains
the region most heavily affected by HIV, accounting for 67% of
all people living with HIV and for 75% of AIDS deaths in 2007. In
terms of disease burden, Nigeria rank second in sub-Saharan
Africa, behind South Africa, and third in the world, behind India
[1]. HIV/AIDS continues to contribute signiﬁcantly to public
health problems in Nigeria. Although HIV infection was initially
limited to people with risky behaviors, such as commercial sex
workers, adolescents, youths, prisoners, and people with multi-
ple sexual partners, the currently available evidence suggests
that this infection has permeated all strata of the Nigerian
population [2].
With the alarming increase in HIV/AIDS pandemic in devel-
oping countries, and the limited accessibility and availability of
highly active antiretroviral therapy (ART), majority of the people
living with HIV/AIDS (PLWHA) continue to suffer the disease,
with a serious impact on their quality of life (QOL). Quality of life
is a term that is popularly used to convey an overall sense ofwell-being and includes aspects such as happiness and satisfac-
tion with life as a whole. QOL relates both to the adequacy of
material circumstances and to personal feelings about these
circumstances with overall subjective feelings of well-being that
is closely related to morale, happiness, and satisfaction [3–5]. QOL
has recently been scientiﬁcally deﬁned, and it has been consid-
ered synonymous with health status, functional status, psycho-
logical well-being, happiness with life, satisfaction of needs, and
assessment of one’s own life [6].
Several instruments for measuring QOL have been developed
and described [7]. A study on the QOL of PLWHA in São Paulo,
Brazil, reported that despite differences in sex, skin color,
income, and mental and immunological status, PLWHA have
better (physical and psychological) QOL than do other patients,
but lower quality in the social relationships domain [8]. A similar
study in South India also showed that patients had the worst QOL
in the social domain, indicating that the patients’ social contacts
and sexual activity were affected markedly to a great extent [9].
Fatiregun et al. [2], in their own study of PLWHA in Kogi State,
Nigeria, suggested that stigma and discrimination as well as
poor living conditions in the physical environment accountedociety for Pharmacoeconomics and Outcomes Research (ISPOR).
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domain [2].
An investigation of the determinants of QOL of PLWHA identi-
ﬁed gender, mental status, CD4 cell count, and stage of the disease
to be important factors associated with the QOL of patients [6]. In a
study of the QOL of HIV-infected Brazilians, the authors reported
that unemployment was associated with worse QOL in all the
domains measured, except the domain of spirituality [10]. Other
studies concluded that education, income, occupation, family sup-
port, and clinical categories were signiﬁcantly linked to patients’
QOL [11,12]. In a sample of highly active ART-naive asymptomatic
HIV-infected subjects, high viral loads and low CD4 count were
signiﬁcantly associated with poorer scores in the psychological and
social domains [13]. Self-reporting indicates that QOL is severely
compromised in PLWA in stages 3 and 4 and limitations in the four
domains of mobility, usual activities, pain/discomfort, and anxiety/
depression constitute major problems for PLWA [14]. Focus group
discussions have also revealed that QOL weights are strongly
correlated to disease stage. Furthermore, clinical experts consis-
tently report that ART has a strong positive impact on the HIV/AIDS
Targeted Quality of Life (HAT-QOL) of patients, although this effect
appears to rebound in cases of drug resistance [15]. Cotton et al. [16]
tested six new items addressing personal and social domains of
religiosity and spirituality. The authors reported that many patients
had become more spiritual or religious by virtue of having HIV/
AIDS, and half of the patients believed that their spirituality/religion
was helping them to live longer.
In the setting of this study, patients with HIV/AIDS receive
free medications on a donor-funded project that has been in
existence for over 5 years. No investigation has been carried out
to determine the QOL of patients, which is an important treat-
ment outcome. We assessed the reported QOL of patients with
HIV/AIDS and explored the impact of the patients’ sociodemo-
graphic proﬁle on the QOL domains.Methods
Design and Setting
This study used a cross-sectional descriptive design and was
carried out at Central Hospital Benin City, Edo State. The facility
has 432 bed spaces and an average daily outpatient attendance of
900. This hospital is a secondary public health care facility that
offers comprehensive HIV care services, including ART. HIV/AIDS
outpatients were accessed at the Antiretroviral Pharmacy, a
subunit of the main pharmacy in the hospital.
Data Collection
Data on patients’ QOL were gathered by using the HIV/AIDS-
Targeted Quality of Life (HAT-QOL) instrument [17]. The HAT-QOL
consists of 34 item stems in nine domains: overall function, life
satisfaction, health worries, ﬁnancial worries, medication con-
cerns, HIV mastery, disclosure worries, provider trust, and sexual
function. Response to the questionnaire items was anchored on a
scale of 5 to 1 as follows: all of the time ¼ 5, a lot of the time ¼ 4,
some of the time ¼ 3, a little of the time ¼ 2, and none of the time
¼ 1. Eight of the 34 items were negatively worded; these items
were reverse scored for analysis so that higher scores indicated
higher QOL in each domain.
Consenting outpatients, 18 years and above, visiting the facility
during the period of August 1 to 30, 2011, were consecutively
approached. A brief introduction of the questionnaire was given to
the participants, who were asked to complete the assessment.
Patients who were literate completed the questionnaire unaided,
while those unable to read were aided by an interpreter, until 403participants were recruited within the targeted period. Sociodemo-
graphic characteristics of the patients were obtained from their
case notes.
Ethical Considerations
The ethical approval for this study was obtained from the Ethical
Committee of the Central Hospital, Benin City, Nigeria. Partic-
ipants gave a verbal consent and were assured of the conﬁden-
tiality of the information that they volunteered.
Data Analysis
Usable responses from the 34-item questionnaire with ﬁve-point
response scale were entered into a Microsoft Excel spreadsheet
and rechecked for accuracy prior to analysis.
Data were loaded into the Statistical Package for Social
Sciences software version 17.0 for descriptive statistical analysis.
All HAT-QOL domains were scored so that the ﬁnal domain score
was transformed into a linear 0 to 100 scale, where 0 was the
worst score possible and 100 was the best score possible.
Obtaining this ﬁnal transformed domain score was done in four
steps indicated below.1. A value for all subject responses, item by item, as
noted below was imputed. Most item responses
were valued by using Code A, while others were
valued by using Code B.Response Option Code A Code B“All of the time” 1 5
“A lot of the time” 2 4
“Some of the time” 3 3
“A little of the time” 4 2
“None of the time” 5 1
2. Code A was used for the following items: 1b, 1c, 1d,
1e, 1f, 3a, 3b, 3c, 3d, 4a, 4b, 4c, 5a, 5b, 5c, 5d, 5e, 6a,
6b, 7a, 7b, 7c, 7d, 7e, 9a, and 9b; while
3. Code B was used for the following items: 1a, 2a, 2b,
2c, 2d, 8a, 8b, and 8c.The mean score of items within each domain was used to
calculate the domain scores and subsequently transformed to a
0 to 100 scale by using the questionnaire scoring guide as follows: Overall function: OVFXN100 ¼ (100/(306))  (OVFXN-
6)
 Life satisfaction: LISAT100 ¼ (100/(204))  (LISAT-4)
Health worries: HEAWO100 ¼ (100/(204))  (HEAWO-
4)
 Financial worries: FINWO100 ¼ (100/(153)) 
(FINWO-3)Medication worries: MEDWO100 ¼ (100/(25
 5))  (MEDWO-5)
 HIV mastery: HIVMA100 ¼ (100/(102))  (HIVMA-2)
Disclosure worries: DISWO100 ¼ (100/(255)) 
(DISWO-5)
 Provider trust: PROTR100 ¼ (100/(153))  (PROTR-3)
Sexual function: SXFXN100 ¼ (100/(102))  (SXFXN-2)Furthermore, the summated rated scores (range of 1–5) for each
domain were computed in terms of mean and the SD, and
Cronbach’s alpha. Association between rated scores and each
domain was explored by using Students’ t test and one-way
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GraphPad Instat version 3.0. The level of statistical signiﬁcance
was set at P less than .05.Fig. 1 – Mean scores across the HAT-QOL domains. HAT-
QOL, HIV/AIDS Targeted Quality of Life.Results
Patients’ Demographic Characteristics
Of the 403 patients, 72 (17.7%) were males and 331 (81.3%) were
females. Majority of the patients (147, 36.1%) were aged 20 to 30 years,
and 239 (58.7%) were not married. Also, 338 (83.0%) earned below
$1500 per annum, and 303 (74.40%) had basic education (grade 1 to
grade 9). Other demographic characteristics are shown in Table 1.
HAT-QOL Scores
The highest mean score was in medication worries (91.65),
followed by provider trust (91.63) and life satisfactions (91.94).
Disclosure worries had the least mean score (27.50) (Fig. 1).
Likert-Rated QOL Scores
Medication worries had the highest Likert mean score (4.67 
0.894; range 1–5), followed by provider trust (4.67  0.980).
Disclosure worries had the least Likert score (2.10  1.152). The
Cronbach’s alpha for the domains ranged from 0.580 to 0.954
(Table 2).
Impact of Sociodemographic Characteristics on HAT-QOL
Domains
Age and gender of the patients were associated with the sexual
function domain. Furthermore, level of education andTable 1 – Sociodemographic data of patients.
Variable Number reporting, n (%)
Age (y)
Below 20 5 (1.2)
20–29 73 (17.9)
30–39 147 (36.1)
40–49 98 (24.1)
50 and above 84 (20.7)
Sex
Male 72 (17.7)
Female 331 (81.3)
Not indicated 4 (1.0)
Marital status
Not married 239 (58.7)
Married 106 (26.0)
Divorced 22 (5.4)
Widowed 40 (9.9)
Occupation
Unemployed 46 (11.3)
Employed 361 (88.7)
Monthly income (NGN 150 to $1)
Below 20,000.00 338 (83.0)
20,000–49,000.00 51 (12.5)
50,000–69,000.00 9 (2.2)
70,000–99,000.00 5 (1.2)
100,000.00 and above 4 (1.0)
Educational level
No formal education 33 (8.1)
Basic education (grades 1–9) 303 (74.4)
Post–basic education (grades
10–16)macmac 71 (17.4)employment status were associated with the provider trust
domain (P o 0.05). Details of the statistically signiﬁcant associ-
ations between the sociodemographic factors and HAT-QOL
domains are presented in Table 3.Discussion
The validity of HAT-QOL has been demonstrated [18–20]. No
studies, however, have been conducted in this southern part of
Nigeria. The instrument produced high internal consistency in
the various domains, indicating the validity of the HAT-QOL
instrument in a Nigerian setting, bearing the cultural sensitivity
of QOL instruments.
Patients in this cross-sectional study reported a high QOL in
all the domains except the domain of disclosure worries. This is
consistent with the study carried out in Kogi State, Nigeria, where
disclosure worries was also found to be low [2]. This could be a
result of fear of stigmatization and discrimination among
patients with HIV/AIDS. Stigmatization is an inhibiting factor to
the uptake of HIV counseling and testing and other preventive,
care, and support services. Stigmatization and discrimination
contribute inadvertently to the transmission of HIV/AIDS among
unsuspecting sexually active people. The fear of violence as a
consequence of HIV/AIDS status disclosure also contributes to
HIV transmission. HIV stigma has a signiﬁcantly negative and
constant impact on life satisfaction QOL for people with HIV
infection. In the absence of any intervention to address and
reduce stigmatization, individuals will continue to report poorer
life satisfaction, evidenced by reduced living enjoyment, loss of
control in life, decreased social interactivity, and decreased
perceived health status [19].Table 2 – Likert-rated scores and Cronbach’s alpha
for the HAT-QOL domains.
Domain Likert score Cronbach’s α
Overall function 4.56  0.936 0.824
Life satisfaction 4.68  0.905 0.816
Health worries 4.48  1.070 0.633
Financial worries 4.24  1.317 0.694
Medication worries 4.67  0.894 0.704
HIV mastery 3.84  1.555 0.871
Disclosure worries 2.10  1.152 0.790
Provider trust 4.67  0.980 0.580
Sexual function 3.81  1.759 0.954
HAT-QOL, HIV/AIDS Targeted Quality of Life.
Table 3 – Impact of sociodemographic characteristics on HAT-QOL domains.
HAT-QOL domain Variable Mean score  SD Calculated value P
Provider trust Sex
○ Male
○ Female
4.433  1.206 t ¼ 1.967 0.0499
4.690  0.956
Sexual functions ○ Male
○ Female
4.450  1.375 t ¼ 3.388 0.0008
3.675  1.831
Health worries Employment status
○ Employed
○ Unemployed
4.525  1.014
4.150  1.401 t ¼ 2.229 0.0264
Provider trust ○ Employed
○ Unemployed
4.710  0.889
4.146  1.541 t ¼ 3.628 0.0003
Financial worries Level of education
○ Basic education
○ Post–basic education
4.357  1.241 t ¼ 3.451 0.0006
3.793  1.146
Provider trust ○ Basic education
○ Post–basic education
4.705  0.936 t ¼ 2.820 0.0050
4.320  1.360
Life satisfaction Age (y)
○ 20–29
○ 30–39
○ 40–49
○ 50 and above
4.382  1.259
4.700  0.871 F ¼ 6.169 0.0004
4.692  0.850
4.875  0.528
HIV/AIDS mastery ○ 20–29
○ 30–39
○ 40–49
○ 50 and above
3.450  1.145 F ¼ 4.370 0.0048
3.685  1.624
4.160  1.268
4.025  1.508
Sexual function ○ 20–29
○ 30–39
○ 40–49
○ 50 and above
2.130  1.490 F ¼ 26.767 0.0001
4.190  1.518
3.705  1.817
2.970  1.968
HAT-QOL, HIV/AIDS Targeted Quality of Life.
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worries, medication worries, HIV/AIDS mastery, provider trust,
overall function, ﬁnancial worries, life satisfaction, and sexual
function. This is in line with the studies conducted in Philadel-
phia, PA [18], although a similar study carried out in the Niger
Delta region in Nigeria revealed that there was impairment in the
QOL except in medication worries and sexual function domains
in PLWHA in that region [19].
Income assessment did not affect any of the HAT-QOL
domains. This also supports the ﬁnding in a study carried out
in three hospitals in Thailand [21]. This is mainly due to
similarities in some sociodemographic characteristics, free avail-
ability of and adherence to ART, and accessibility to other HIV/
AIDS care components.
Provider trust and sexual function were affected by gender.
Gender refers to the expectations or norms within a society about
the roles and responsibilities that are appropriate for women and
men. Research has shown that the gender-based imbalance in
power found in the economic and social spheres of life is
reﬂected in sexual relationships. Women often have less control
over the nature and timing of sex and the practice of protective
behaviors. A woman’s ability to practice safer sex may be
inﬂuenced by her ability to communicate openly about sex withher partner, the power dynamic in their relationship, or how
much the partner believes in traditional gender roles. Beliefs or
norms about masculinity and femininity often encourage men to
have multiple partners and women to be passive and ignorant
about matters of sexuality and reproduction. Gender, therefore,
affects both women’s and men’s risk of HIV and other sexually
transmitted infections [23].
Employment status affected health worries and provider trust
domains. Level of education affected ﬁnancial worries and
provider trust, while life satisfaction, HIV/AIDS mastery, and
sexual function were affected by age. Positive changes tended
to be associated with higher educational levels and greater
income, while negative changes were inversely related to health
status and level of optimism [12,13,22,23].Implications of the Findings
Patients reported high QOL in all domains, except disclosure
worries, indicating their concern for stigmatization and discrim-
ination in the society. There is need for governmental and
nongovernmental agencies to heighten advocacy toward reduc-
ing stigmatization and discrimination of PLWHA to encourage the
uptake of HIV/AIDS care and reduce its spread.
V A L U E I N H E A L T H R E G I O N A L I S S U E S 2 ( 2 0 1 3 ) 2 5 4 – 2 5 8258The QOL was found not to be associated with income. The
reason may probably be due to free care the patients received
through donor agencies. That would remain so if free care is
sustained. Bearing donor fatigue, Nigerians need to build local
capacity for long-time sustainability of free HIV/AIDS care at
community levels.
Provider trust has implications for patient care. Patients with
a lower level of trust in their care provider are more likely to
report that requested or needed services are not provided.
Understanding this relationship may lead to better ways of
responding to patient requests that preserve or enhance patient
trust, leading to better outcomes.
Study Limitations
This study used a cross-sectional design, which could not
account for changes in the QOL of PLWA over time such as a
longitudinal survey would provide. Some respondents were aided
to complete the survey, and the possibility of bias cannot be
completely eliminated, despite efforts. Patients were consecu-
tively recruited during the study period; a randomized selection
process would yield a more generalizable result.Conclusions
Patients reported satisfactory QOL in the domains of overall
function, life satisfaction, health worries, ﬁnancial worries, med-
ication worries, HIV mastery, provider trust, and sexual function.
The QOL was low in the domain of disclosure worries, indicating
concerns for discrimination and stigmatization. Age, level of
education, and employment status had a strong impact on the
QOL of patients with HIV/AIDS.
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